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Abstract
Juxta-articular localization is not exceptional for an osteoid osteoma of the ankle.
Arthroscopic treatment has been recently proposed. A case of recurrence of
an osteoid osteoma at the talar neck is reported after arthroscopic resection
performed following a diagnosis failure. The need for accurate imaging technique
to precisely define and localize the nidus and the requirement to include osteoid
osteoma in the differential diagnosis of monoarticular pain are discussed.
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1. Introduction
Osteoid osteoma is a benign osteoblastic tumor and is a rare
cause of pain around the joints. Only 2–10% of all cases are located
in the ankle area [1,2] and its juxta-articular localization is not
unusual [3]. It is difﬁcult to visualize on conventional radiographs,
especially in its articular localization.
Several cases of osteoid osteoma at the talar neck have been
reported in the literature [1,2,4–8]. They were recently resected
using arthroscopy. However, none of them reported a recurrence.
We report here a case of juxta-articular osteoid osteoma at the
talar neck, diagnosed during arthroscopy ﬁrst performed to
identify a chronic arthritis of unknown origin. The incomplete
arthroscopic resection of the juxta-articular osteoid osteoma of the
talar neck was followed by a ﬁrst recurrence after 12 months.
2. Case report
A 19-year-old girl presented a 12-month history of right ankle
night pain worsening with exercise. She denied any trauma
history. Her symptoms mimicked arthritis. Analgesics and non-
steroidal anti-inﬂammatory drugs alleviated the symptoms.
Besides, she was treated for an ulcerative colitis with salazopyrin.
On physical examination, we found perimalleolar swelling of
the right ankle and pain limitation in dorsal ﬂexion (158). The
multiple plain radiographs showed soft tissue swelling with
minimal adjacent medullar sclerosis (Fig. 1A). The MRI showed
synovitis and altered signal intensity in the talar neck (Fig. 1B). The
diagnosis of synovitis was retained and an arthroscopic syno-
vectomy followed. An irregular small tissular mass (Fig. 2) was
visualized and excised with minimal bone removal by arthroscopic
ankle surgery technique (curettage and shaving). Distraction with
manual traction was applied using a non-invasive ankle distractor.
The arthroscope and instruments were placed through antero-
medial and antero-lateral portals into the ankle joint. Pathological
examination of the fragments of curettage revealed an osteoid
osteoma. Pain resolved postoperatively.
Twelve months later, the patient presented a recurrence of pain,
swelling of the right ankle and extreme tenderness over the
anterior joint line.
The radiographic views showed medullar sclerosis of the talar
neck. Technecium-99m diphosphonate bone scan showed focal
increase in the tracer uptake in the region of the right ankle at the
site of the tumor (Fig. 3A). The MRI showed synovial thickening or
inﬂammation and joint effusion but not the localization of the
nidus in the articular capsule. A new ankle arthroscopy was
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performed followed by an open procedure. A typical nidus of 6–
7 mm in size was visualized and resected (Fig. 3B). The histological
examination conﬁrmed the diagnosis of osteoid osteoma. The
patient remained asymptomatic for the following year but ankle
pain and swelling reappeared again. The second recurrence was
proven by standard radiographs, CT scan (Fig. 4) and bone scan.
This recurrence was ﬁnally treated using percutaneous CT scan
guided radiofrequency ablation. No other recurrence has been
observed for the past 3 years.
3. Discussion
To our knowledge, this case of recurrence of a juxta-articular
osteoid osteoma at the talar neck is the ﬁrst described after
arthroscopic resection.
Osteoid osteoma has been classically treated using various
techniques such as percutaneous radiofrequency ablation, ethanol
injection and laser. However arthroscopy has been recently
proposed as a technique with good clinical results for the
treatment of osteoid sarcoma [2,3,6,8].
Nevertheless recurrence can occur after an incomplete resec-
tion with arthroscopy as described in the present case following a
diagnosis failure. The tumor was successfully treated after two
recurrences. Several cases of recurrence of osteoid osteoma in
other locations have been reported in the literature. Among them,
the one described by Muller and Carlioz [9] was located in the tibia
and required 4 resections to achieve total healing. The authors used
different techniques to produce the complete resection. They
highlighted the risk of inadequate resection. It should be
Fig. 2. Arthroscopic view of the tumor before the ﬁrst resection.
Fig. 1. Imaging of the right ankle. (A) Plain lateral radiograph showing an irregular radiolucent erosion of the neck of the talus. (B) MRI showing synovitis and altered signal
intensity in the talar neck.
Fig. 3. (A) Radionuclide bone scan of the right ankle showing the focal area with the intense uptake; (B) macroscopic appearance of the nidus, the speciﬁc structure of the
osteoid osteoma.
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considered to use appropriate arthroscopic technique with
suitable orientation [10] and accurate imaging guidance or to
prefer other method such as radiofrequency ablation.
Moreover, several authors reported the difﬁculty to recognize
this kind of tumor with imaging [2]. Magnetic resonance imaging
(MRI) and computed tomography (CT) are the most accurate
imaging techniques to exactly recognize, localize and treat the
lesion [2,8]. They can be combined and paired. After the discovery
of the lesion by MRI, CT scan is a method with higher accuracy than
MRI in detecting, evaluating and also ‘‘treating’’ an osteoid
osteoma tumor [11]. It is important to carefully consider the
information provided by MRI since it could lead to incorrect
diagnosis, due to the presence of synovitis, as observed in the
present case. A radionuclide bone scan can also help identify the
tumor before the appearance of abnormal radiographic signs.
Finally, the most important point to consider based on the
present report is the diagnosis of intra-articular osteoid osteoma. It
is indeed somehow difﬁcult [12] and often delayed because it may
be confused with other forms of monoarthritis. Nevertheless, intra-
articular osteoid osteoma should always be considered in the
differential diagnosis of monoarticular pain and monoarthritis.
Sometimes the nidus cannot be seen on radiography due to
extensive reactive sclerosis that may obscure the osteolytic lesion
usually located intracortically or subperiosteally. Bone scanning
could be very helpful in this case for the diagnosis of osteoid
osteoma. It is an unspeciﬁc but very sensitive method to point out
areas with focal activity – the hot spots.
4. Conclusion
Arthroscopy is increasingly proposed as a suitable technique for
the excision of intra-articular osteoid osteoma. However, this
approach should only be considered with caution and after an
adequate diagnosis. Accurate localization and precise extension of
the lesion are mandatory before considering an arthroscopic
resection. Moreover, osteoid osteoma should be part of the
differential diagnostic of monoarticular pain.
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